In astrophysics, the 'Goldilocks Zone' describes the circumstellar habitable zone, in which planets, sufficiently similar to Earth, could support human life. The children's story of Goldilocks and the Three Bears, one of the most popular fairy tales in the English language, uses this metaphor to describe conditions for life that are neither too hot nor too cold and neither too close to the sun nor too far from its warmth. We propose that the 'Goldilocks Zone' also offers an apt metaphor for the struggle that people face when deciding if and when to consult a health care provider with a possible health problem. Drawing on decades of research in Denmark, England and Sweden on people's accounts of their experiences of accessing health care, this essay considers the ambivalence of health care seeking that individuals face in identifying when it is 'just right' to consult a general practitioner and the steps that health systems and individual clinicians might take to widen the zone.
Introduction
It is well known that the experience of an unfamiliar bodily sensation, even if troublesome, does not necessarily predict whether or not someone will consult a doctor. The medical humanities and the social sciences have drawn attention to the many factors in the people's lifeworld that influence a decision to seek medical help. [1] [2] [3] These illuminate why people may not consult with bodily sensations that health professionals would consider to be 'worrying symptoms'. As social sciences and health care researchers, with many years' experience of fieldwork-based studies in Denmark, England and Sweden, three northern European health systems, we have been struck by the difficulties that people recount in trying to determine whether and when they should consult. In this essay, we argue that there are tensions and ambivalence in deciding how to behave as a 'good citizen' in relation to health care. Such 'behaviours' have been encouraged by contemporary health systems that are increasingly stretched for resources. We propose that these tensions and ambivalences are not inevitable features of the patient-doctor relationship and could be ameliorated through some relatively simple shifts in practice.
Sociological ambivalence
Ambivalence is a familiar experience: we may hold contradictory views on a topic, have difficulty choosing between different courses of action or experience simultaneously positive and negative emotional reactions. In their 1963 essay, Merton and Barber took a sociological perspective on 'the ways in which ambivalence comes to be built into the structure of social statuses and roles'. 4 Ambivalence, they propose, is not simply an inevitable response to having options but 'directs us to examine the processes in the social structure that affect the probability of ambivalence turning up in particular kinds of role relations' (p. 5). 4 They argue that ambivalence sheds light on the contradictory norms and expectations of relationships within a social structure. Health care provides telling examples in this regard, and in The Ambivalence of Physicians, 5 Merton, who was writing in the USA, described nine potentially conflicting norms governing the physicianpatient relationship, including:
Physicians must be emotionally detached in their attitudes towards patients, keeping 'emotions on ice' and not becoming 'overly identified' with patients BUT they must avoid being callous through excessive detachment, and should have compassionate concern for the patient.
Physicians should institute all the scientific tests needed to reach a sound diagnosis BUT they should be discriminating in the use of these tests, since they are often costly and may impose a sizable financial burden on patients. (p. 68)
Drawing on examples of research in Denmark, England and Sweden, [6] [7] [8] [9] [10] [11] and the example of Merton's identified ambivalences, we suggest that similar patient ambivalences exist, with consequences for health care-seeking practices. Box 1 illustrates some of these contradictory norms which govern citizen interactions with the health care system.
The roots of patient ambivalence
People generally tend to seek assistance for concrete problems that they believe doctors can help them solve and that doctors are disposed to help. Yet people and their doctors meet within socio-political structures that convey ambivalence about what is the right thing to do and when to do it. Dixon-Woods and colleagues describe the tensions inherent in negotiating whether a problem is appropriate for medical attention. They suggest that the individual's struggle to assess whether they should seek health care for any given problem may present particular difficulties for the socioeconomically vulnerable. 3 Health care-seeking practices unfold in accordance with the various social commitments that make up peoples' lives. We now turn to consider four structural roots which contribute to people's ambivalence about seeking care. These structures are embedded in the micro-management of everyday life worlds and are evident in modern health care decisions and encounters.
First, medical practice is continually changing, involving increasingly specialized knowledge and space for technology. As discussed by several authors, ideals of prevention which encourage 'early and timely care-seeking' are characteristic of contemporary medicine that is predominately focused on biotechnology. 12, 13 Today's 'biotech-medicine' saves lives, and it has also taught us that diseases can be hiding (or are on their way) beneath the surface of the body and show none or only minor sensuous revelations of their existence. This challenges confidence and certainties about the 'health' of one's body, making it difficult to know with what and when to consult. Research includes ample illustration of the challenges that people face in determining when bodily sensations may be viewed as signs of disease requiring consultation: 8, [14] [15] [16] Is this 'mole' changing shape? When is tiredness or a pain sufficiently burdensome to justify consultation? How easy is it to negotiate time away from work to attend an appointment? Is this to be expected at my age? Aware of the importance of early investigations and intervention, people may seek speedy investigations and interventions. In contrast, the considerable public awareness of the adverse consequences of certain cancer treatments may deter people from seeking care.
Second, so-called 'neoliberal values' in Northern European countries encourage individual responsibility for health as a core tenet. 17 Research suggests that people living in the European North are aware that they are expected to be well informed, self-managing and 'responsible' users of publicly funded health and social care resources. 11, 15 In a recent cross country comparative study of patients' accounts of their experiences leading up to a cancer diagnosis, interview participants referred approvingly to 'healthy' behaviours such as being physically active, eating healthy foods and avoiding heavy drinking or cigarette smoking. 18 They also suggested that it is appropriate to The good citizen is attentive to their health and alert to bodily changes but not obsessed with their own health to the point of hypochondria or being 'worried well'. The good citizen respects the doctor's time and recognizes that there are pressures on the health system but does not delay seeking help. The good citizen responds to media campaigns to increase symptom awareness but does not present unnecessarily nor too often. The good citizen accepts the doctor's reassurance about the low likelihood of a serious health problem but also listens to their own body and is prepared to challenge advice if the symptom persists or worsens. The good citizen trusts experts but recognizes and accepts personal responsibility for own health.
self-manage a problem as far as possible and be responsible for their own health. Yet people's engagement with their self-care and the health care system can also demonstrate to them the limits to which they can affect their own health and life. 19 It is usually the clinicians and health care system, and not the individual patient, who have the authority or means to provide access to treatments and other resources. 20 Third 13 which feed into how people seek medical advice. In our research, we increasingly witness how issues of access are used to legitimize health-seeking behaviours, to find appropriate symptoms which qualify for a consultation. 21 Those individuals who struggle to legitimize their health service use may feel that they are placing unreasonable claims on the doctor's time. 18, 22 or the health system's resources. Any symptom that could be plausibly attributed to minor or self-limiting illness would run the risk of attracting an unwanted label (as a frequent flyer, heart-sink patient, hypochondriac), which people suspect, probably correctly, may affect their treatment as a 'sensible' person.
Fourth, medical knowledge has e-scaped, as aptly coined by Nettleton. 23 Health information, advice and, to some extent, treatment services have been transformed into global digital commodities, providing new ground for various private actors to offer advice on diet, birth, cancer cures and so forth. Anyone, including those with very rare conditions, can share experiences, learn from each other, build relationships, learn how to access health services, gather information to inform treatment decisions, use their own knowledge to support others and find new ways to visualize and communicate their illness. 24 But this proliferation of opportunity also provides the channel for people to sell, or be sold, 'crack-pot' cures, to be misled, misinformed, or to learn how to manipulate the system. 24 A recent study of people seeking referral to a specialist within the English National Health Service suggested that hospitals are straining to accommodate people with 'cyberchondria' caused by those looking up their symptoms online. 25 Overall, we assert that people in Europe are governed by contradictory norms into health care seeking. Following Merton, these can be expressed as core ambivalences in their interactions with the health care system (Box 1). This brings us to the Goldilocks Zone, which we find an apt metaphor for the struggle that people face when deciding if and when to consult with a possible health problem.
The Goldilocks Zone
In the children's story 'Goldilocks and the Three Bears', the eponymous young heroine finds a house in the woods whose occupants (mother bear, father bear and baby bear) have taken a morning walk while waiting for their porridge to cool. The girl samples the three bowls of porridge that she finds on the kitchen table and then consumes the one that is neither too hot nor too cold. Exploring the house, she then samples the variously sized and upholstered furniture until she finds a chair that is neither too large nor too small and the bed that is neither too hard nor too soft. Goldilocks is confident (at least until the family of bears reappear) that each of the choices she has made is 'just right'.
In planetary astronomy, the 'Goldilocks Zone' refers to a planet orbiting its sun at just the right distance for liquid water to exist on its surface, neither too hot nor too cold. We suggest that the Goldilocks Zone metaphorically illuminates the difficulty facing people when seeking the behaviour that is 'just right' for health care use. The person who manages the Goldilocks Zone is she who takes responsibility for her own health but does not ignore the bodily changes that may be symptoms of disease, for which a consultation might be sought. It is she who finds it appropriate to self-manage her problems as far as possible, assessing what is 'worth mentioning' to the doctor, but also avoids wasting the doctor's time, listens to advice and avoids self-diagnosis while simultaneously navigating the increasing proliferation, commodification and uncertainty of health information. 15, 17, 26 It could of course equally be argued that the 'should I, shouldn't I?' tension around consulting a doctor has a useful function and that a broader Goldilocks Zone would lead to more frequent health service utilization and, ultimately, an overburdened system. Intriguingly, in the countries of the authors, Organisation for Economic Co-operation and Development data for per capita consultations in Sweden are lower than in Denmark or England. Indeed, of the three countries, England (where patients express more reluctance to consult) has the greatest number of general practitioner consultations per capita per annum, albeit these being typically of a shorter duration than those in Sweden, for example. 27 Which raises the question: could comparing patients' experiences in different countries shed light on whether there is a Mertonian sociological ambivalence, with wider implications for health policy and practice?
Comparing Goldilocks Zones
Drawing on our own research, we suggest that the width of individuals' Goldilocks Zone for seeking health care may differ between countries. We also observed differences in the moral language that people use to describe the dilemma whether they 'should' consult, emphasizing that health care seeking is positioned as a moral process which requires (the performance of) an appropriate use of public resources. 15 Health care structures, policies and what happens in the consultation itself frame the moral positioning of health care seeking. Reflecting on the roots to patient ambivalence outlined above, we suggest that the following may help to broaden the Goldilocks Zone.
First, a truly person-centred health care system should be responsive when someone decides that they need to consult. People need clarity and guidance from a responsive health system. Clinicians need to claim the time to 'contextualize' an individual's understanding and knowledge of sensations, symptoms, diagnosis and treatments. 28 This may challenge the contemporary focus in health care on efficiency and standardization. But such an approach is not only important to ensure free and equal access, it could also reduce the need for repeat consultations and offer other beneficial consequences for patient experience and safety as well as health system efficiency.
Second, there is a key role for 'safety netting', 29 which is a strategy designed to ensure that people who present with symptoms that could be associated with a serious illness are monitored until an explanation for their symptoms is reached. Safety netting includes clear communication from the health care professional about what should happen next. 17 Patients need to know if and when they should return for a consultation and to feel confident that they are not risking their moral identity when they do so. General practitioners in England often assume that if the patient has a persistent problem they will return; yet they may also be aware that patients reasons for consulting, or not, are often complex. Patients often feel discouraged from consulting again with the same problem. Those who are socioeconomically disadvantaged may experience a higher disease burden but also more difficulty in assessing eligibility (the 'doctorabilty' of the problem) and navigating access to care. 3 We suggest, therefore, that the responsibility for safety netting needs to be located squarely within the health care system. Third, it has long been recognized that doctors have to learn to handle the uncertainty that is an inherent part of any clinical practice. 30 General practitioners are familiar with uncertainty, even if they might disagree about the extent to which it should be 'embraced' 31 or avoided. 32 We recommend that uncertainty should be acknowledged and shared with the patient and that action plans are clearly communicated at the close of the consultation. This may be particularly important when neither party is markedly concerned about the person's health or the potential meaning of particular signs and symptoms.
Finally, we encourage the use of cross-country comparisons, drawing on routine data along with quantitative and qualitative research, 33 which can illuminate the modifiable features in different health care systems, 34 guiding practice and policy initiatives to widen the Goldilocks Zone for people seeking health care. We need to make it easier for people to feel confident about how to make responsible use of a publically funded health system.
